Mr. W. R. BRISTow asked Mr. Whitchurch Howell if he considered the patient had been improved by the operation of tendon fixation for slinging up the foot, and pointed out that he still required the toe-elevating spring. In Mr. Bristow's opinion this operation gave unsatisfactory results, and as far as he knew had been given up, and was not favoured by modern orthopswdic surgeons. Experience had shown that the ligaments so produced stretched, and failed in their object of permanently holding the foot in the required position. He (Mr. Bristow) considered that if a case of this kind was shown at the Section, the operation should not be allowed to pass un-
criticized; but of course this criticism must be regarded as entirely impersonal.
Mr. T. P. NOBLE said that at one time they did quite a number of tendoni fixations for foot-drop at Oswestry, but their experience had been similar to that of Mr. Bristow, and recently they had more or less given them up. No matter how far the foot was dorsiflexed at the time of operation, it gradually dropped, in spite of the raising springs or stops.
A New Type of Bone-graft for Sacro-iliac Arthritis.
By P. JENNER VERRALL, F.R.C.S.
PATIENT, a male, aged 24, sustained a severe strain while bayonet-fighting in 1917. This was followed by continued pain in the hips. He was treated at various hospitals without relief. He first came under my observation in March, 1923, when he had the typical symptoms of double sacro-iliac arthritis. This was confirmed by skiagrams which showed bilateral destructive arthritis but no signs of abscess formation. In spite of the fact that he has a dubious lung, I cannot assert that the lesion is tuberculous, although this is probable. I had intended to perform a double sliding bone-graft, but my assistant, Mr. Fleming, suggested to me that a tibial graft placed between the two posterior superior iliac spines would be useful. This appealed to me as being on the principle of a tie-beam. Accordingly I exposed both spines by turning down a flap convex upwards, cleared both spines, raised the two erectores spina from the sacrum, cut a groove in the sacrum between the two spines, and bored holes in the spines sufficiently large to hold a graft. I cut a thick tibial graft of the required length and passed it through one spine, along the groove in the sacrum under the muscles and through the opposite spine. The graft remained firmly in place without added fixation.
The patient was kept on a plaster bed for six months and subsequently allowed up in .a pelvic corset.
At present he is entirely free from symptoms. The skiagram shows the graft firmly united in place, and a considerable improvement in the joint condition.
I may be mistaken, but I believe this to be a new method, easy of performance and applicable equally to cases of unilateral disease.
